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1 Victims of sexual trauma are often referred to as survivors to highlight 
men and women’s resiliency to this adverse event. However, in some cases, 
victim is used to refer to people during the immediate aftermath of an 
assault, and survivor is reserved for people who have a history of sexual  
victimization. Given this distinction and our focus on immediate services, 
we use the term victim consistently throughout the document.

Sexual assault has no place in this department. It is an 
affront to the basic American values we defend, and it 
is a stain on the good honor of the great majority of our 
troops and their—and our families.

Secretary of Defense Leon Panetta (Panetta, 2012)

Awareness of sexual violence within the 
military has been increasing both within 
the Department of Defense (DoD) and in 
civilian sectors. Research evidence suggests 

that sexual victimization among servicemembers is 
associated with significant physical and psychologi-
cal consequences for the victim. Furthermore, vio-
lence within the ranks represents a threat to good 
order and discipline and undermines the command 
structure. Since 2005, with the support of the armed 
services, the DoD Sexual Assault Prevention and 
Response Office (SAPRO) has worked to improve 
awareness of sexual violence within the military, 
disseminate programs to respond to the needs of 
victims,1 and prevent future assaults. While DoD’s 
“no tolerance” policy is an essential component of 
the military’s response to sexual assault, the problem 
remains. Further study, prevention efforts, and policy 
and program interventions are crucial.

This paper reviews data on the epidemiology of 
sexual victimization among civilians and military 
servicemembers and provides recommendations for 
improving the precision of prevalence estimates for 
military sexual assault (MSA). While preventing 
occurrences of MSA is of paramount importance, 
this review is limited to the aftermath of such 
assaults. We summarize the literature on the con-
sequences of sexual trauma to better contextualize 
MSA. Because most services for victims are predi-
cated on disclosure, we review predictors of disclo-
sure and DoD efforts to improve disclosure. We also 
provide recommendations for further research to 
investigate efforts to improve disclosure. The bulk of 
this review characterizes victim care in the immedi-
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Sexual Assault: “Intentional sexual contact char-
acterized by use of force, threats, intimidation, or 
abuse of authority or when the victim does not or 
cannot consent. Sexual assault includes rape, forc-
ible sodomy (oral or anal sex), and other unwanted 
sexual contact that is aggravated, abusive, or 
wrongful (including unwanted and inappropriate 
sexual contact), or attempts to commit these acts.“ 
(DoD Directive 6495.01)a 

Military Sexual Assault (MSA): Sexual assault 
of a military servicemember.

Excluded from this review are sexual traumas that 
occurred in childhood, sexual harassment, sexual dis-
crimination, and noncontact sexual crimes (indecent 
exposure).

a The policy definition of sexual assault in DoD Direc-
tive 6495.01 includes rape, sexual assault, aggravated 
sexual contact, and abusive sexual contact, as defined 
by Article 120 of the Uniform Code of Military Justice; 
forcible sodomy, as defined by Article 125 of the Uni-
form Code of Military Justice; and attempts to commit 
these acts. 

http://www.rand.org
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ate aftermath of a sexual assault and describes DoD 
efforts to improve this care. Specifically, this review 
summarizes a range of possible services for victims, 
including medical care that responds to physical inju-
ries and to the risks of sexually transmitted illnesses, 
the human immunodeficiency virus (HIV), and preg-
nancy; forensic services to collect physical evidence 
of the assault; advocacy and support services to guide 
victims through complex legal and health care sys-
tems; and mental health care for victims who experi-
ence psychiatric problems as a result of the trauma. 
The review closes with recommendations for future 
research to support DoD’s commitment to a culture 
free of sexual assault.

Epidemiology of Civilian and Military 
Sexual Assault
Understanding how many individuals MSA affects 
can inform decisionmaking about how best to design 
and implement interventions, programs, and policies. 
Precise and cost-effective dissemination of resources 
where and to whom they are needed depends in large 
part on accurate research to document the epidemiol-
ogy of sexual assault. However, available estimates 
of sexual assault are likely imprecise for a number of 
reasons related to the lack of a standard definition 
of sexual assault in research, variations in screening 
methodology and criteria, and potential reluctance to 
report among the affected populations.

Definitions of sexual assault vary considerably 
across treatment contexts and research samples. 
Sexual assault may be defined narrowly, by limit-
ing the definition to completed rapes, or broadly, by 
including all forms of unwanted or coercive sexual 
contact, as in the DoD definition shown in the box. 
Combined with variability in research methods, 
these definitional differences lead to a wide range 
of prevalence estimates. Surveys that rely on crime 
reports and use the word rape tend to produce small 
prevalence estimates, while those that ask behavioral 
questions, defining events that match the behaviors 
included in the definition of sexual assault under 
DoD Directive 6495.01, tend to produce the largest 
prevalence estimates (Bachman, 2000; Fisher, 2009; 
Tjaden and Thoennes, 1998).

Between 18 and 51 percent of adult women report 
that they have been sexually assaulted in their life-
times (Black et al., 2011; Elliott, Mok, and Briere, 
2004; Masho, Odor, and Adera, 2005; Randall and 
Haskell, 1995). Between 1 and 9 percent of adult  
men report that they have been sexually assaulted in 
their lifetimes (Black et al., 2011; Basile et al., 2007; 
Elliott et al., 2004; Sorenson and Siegel, 1992). It is 

currently unknown whether sexual assault is more 
or less common among servicemembers than among 
civilians, although the demographic profile of ser-
vicemembers may put them at increased risk (e.g., 
younger age). There have been a number of published 
reports of sexual assault among servicemembers (see 
Suris and Lind, 2008, and Turchick and Wilson, 
2010, for reviews). One comparison found that the 
lifetime prevalence of sexual assault among women in 
the Air Force (28 percent) was more than twice that 
reported by civilian women, aged 18–29, using identi-
cal measures (13 percent, Bostock and Daley, 2007). 
Note that this study estimated lifetime prevalence and 
that, therefore, many of the sexual assaults the Air 
Force women reported occurred prior to their military 
careers. We are not aware of any research that would 
allow such a comparison to be made in other branches 
of the services or for male victims. Street et al. (2008) 
completed telephone surveys with a random sample of 
former reservists; 13.1 percent of women and 1.6 per- 
cent of men reported an MSA. The survey was lim-
ited to reservists who had completed their military 
service by 2000 and, as such, may not generalize to 
servicemembers who are serving or have served in 
Afghanistan or Iraq. Finally, in a sample of Opera-
tion Enduring Freedom and Operation Iraqi Freedom 
veterans who have accessed Veterans’ Administration 
services, 15.1 percent of the women and 0.7 percent of 
the men reported MSAs on an intake screening ques-
tionnaire (Kimerling et al., 2010). Note that veterans 
who access these services may differ substantially from 
veterans who do not.

The most comprehensive and regularly updated 
data on MSA are SAPRO’s annual reports of sexual 
assaults (SAPRO, 2011) and the quadrennial Work-
place and Gender Relations Survey of Active-Duty 
Members (WGRA), which gathers data on self-
reported victimization (Rock et al., 2011). Since 
2005, the armed services and DoD SAPRO have 
worked to standardize reporting of sexual assault for 
servicemembers to ensure that victims know how 
to report incidents and to prevent them from being 
penalized for disclosure (Iasiello et al., 2009). These 
reports are limited to incidents perpetrated by an 
adult against an adult and include rape; aggravated 
sexual assault; nonconsensual sodomy; aggravated, 
abusive, or wrongful sexual contact; and attempts to 
commit any of these offenses. Each report represents 
an incident with at least one servicemember victim or 
perpetrator and thus includes assaults or attempted 
assaults perpetrated by servicemembers on civilians 
and those perpetrated by civilians on servicemem-
bers. There is no time limit on reporting, and there-
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fore, incidents reported in a given fiscal year may not 
have occurred in that fiscal year. Finally, these data 
provide an estimate of reported MSA only. Many vic-
tims choose not to disclose their experiences because 
they do not want anyone to know, are uncomfortable 
making a report, or do not believe that their report 
will be kept confidential (Rock et al., 2011). In short, 
reported sexual assaults are likely to substantially 
underestimate the true number of MSAs.

In fiscal year (FY) 2010, 3,158 reports of sexual 
contact crimes involving servicemembers were filed 
(SAPRO, 2011), and 2,617 servicemembers reported 
that they had been the victim of a sexual assault 
(SAPRO, 2011), representing approximately 0.1 per-
cent of all servicemembers (DoD, 2011b; National 
Defense Authorization Act for Fiscal Year 2012). 
Among unrestricted reports, the only form of report-
ing that provides demographic details about the 
perpetrator and victim, 71 percent involved a ser-
vicemember victim and at least 85 percent involved a 
servicemember perpetrator (Figure 1). In 11 percent 
of reports, the service status of the perpetrator was 
unknown; assuming that some proportion of these 
unidentified assailants were servicemembers, the pro-
portion of servicemember perpetrators is likely to be 
greater than 85 percent. The majority of victims were 
female (90 percent); under the age of 25 (71 per-
cent); and for those who were servicemembers, from 
junior enlisted ranks (85 percent E1–E4) (percentages 
adjusted to exclude missing data). See Figure 2 for 
illustration.

The WGRA provides a second estimate for MSA 
(Rock et al., 2011). The survey includes a number  

of topics relevant to gender relations but focuses pri-
marily on sexual harassment and sexual assault. It is 
conducted by the Defense Manpower Data Center 
every four years, with the most recent surveys tak-
ing place in 2006 and 2010. The 2010 WGRA was 
fielded between March and June and was completed 
by 24,029 active-duty servicemembers stratified 
by gender, branch, and pay grade. The weighted 
response rate was 31 percent.

There are a number of uncertainties in inter-
preting the WGRA data. Survey respondents were 
promised confidentiality and assured that identifying 
information would be stored separately from survey 
responses. However, respondents were not promised 
anonymity and were aware that identifiers were col-
lected. As per typical human subject research require-
ments, servicemembers were informed that any 
direct threat to harm themselves or others would be 
forwarded for appropriate action. Thus, respondents 
knew that, in some cases, their confidentiality would 
be broken. Although this exception in confidentiality 
is standard and would not apply to reports of sexual 
victimization, experiences that could potentially vio-
late DoD policy, or other infractions, this was not 
explicitly stated in the informed consent statement, 
and servicemembers may err on the side of caution 
under these conditions. Respondents are often more 
reluctant to report potentially stigmatizing experi-
ences when anonymity cannot be positively assured, 
and reported rates may thus be artificially low. It is 
also important to note that the survey limited report-
ing to sexual assaults that occurred in the past year. 
Finally, the data may also be skewed by response bias, 

Servicemember 
85% 

Civilian 
4% 

Unknown 
11% 

Servicemember 
71% 

Civilian 
29% 

Perpetrator Victim

SOURCE: SAPRO, 2011.

Figure 1
Military Service Affiliation of Perpetrators and Victims in Unrestricted DoD Reports of Sexual Assault
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although the direction is unknown. If servicemem-
bers who have experienced an MSA are more likely 
to decline participation, estimates will be biased 
downward. However, if victims are eager to take 
the opportunity to document their experience, and 
therefore more likely to participate than nonvictims, 
estimates could be biased upward.

According to the WGRA, in 2010, 4.4 percent 
of female and 0.9 percent of male active-duty ser-
vicemembers reported that they had experienced 
unwanted sexual contact during the previous year. 
Taking into account the size of the active-duty force 
(DoD, 2011b) and the representation of women  
(16 percent; Women in Military Service for America 
Memorial Foundation, 2011), these percentages can 
be compared with SAPRO reports to suggest that 
more than five out of every six sexual assaults are not 
reported to authorities.2 If some victims were unwill-
ing to disclose their victimization in response to the 
WGRA survey, even this value is biased to suggest 
greater disclosure than is true.

Among female active-duty servicemembers who 
self-reported victimization, the offender was most often 

male (96 percent; Rock et al., 2011). For male victims, 
offenders were split equally between men and women. 
The most common victim-perpetrator relationship, 
reported by both female and male victims, was military 
coworker (49 percent and 48 percent, respectively), and 
many perpetrators were in the victim’s chain of com-
mand (23 percent and 26 percent, respectively). For 
female victims, the type of unwanted sexual contact 
was evenly divided between unwanted sexual touching, 
attempted rape, and completed rape (see Table 1).

Typically, epidemiological estimates of the extent 
of a problem serve as a starting point for interven-
tion. Although even the most conservative estimates 
confirm that several thousand assaults occur every 
year, knowledge of precisely how many and what 
types of people are affected by a problem is neces-
sary to scale prevention and intervention efforts. 
Unfortunately, for MSA, such baseline estimates are 
uncertain. Establishing a credible estimate of MSA 
prevalence would require a standardized definition of 
MSA, well-designed sampling strategies, and report-
ing contexts that reduce reporting biases (e.g., by 
assuring respondent anonymity, a non-DoD survey 

Figure 2
Gender, Age, and Grade in Completed Investigations of Unrestricted DoD Reports of Sexual Assault

< 25 25–34 > 34

Age

SOURCE: SAPRO, 2011.
NOTES: Percentages adjusted to exclude missing data. Grade specified for servicemembers only.
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2 Weighted averages (accounting for pay grade and service branch) of  
the percentage of men and women active-duty servicemembers who self-
report a past-year sexual assault on the WGRA were combined with the 
total 2010 active-duty force (DoD, 2011b) and gender ratio (Women in 
Military Service for America Memorial Foundation, 2011) to calculate  
the total number of active-duty servicemembers who would self-report a 
past-year sexual assault in response to the WGRA query. This value was 
used as an estimate of the total number of MSA cases. Note, however,  
that reporting biases, even when responding to a confidential survey, may 
push this estimate upward or downward. The number of nondisclosed  

cases was calculated by subtracting the number of incidents with restricted 
or unrestricted DoD reports of sexual assault involving a servicemember 
victim filed in the past year from the total past-year incident estimate. The 
ratio of the number of nondisclosed cases over all MSA cases underlies the 
claim that more than five out of six MSA incidents are never reported to 
authorities. We are reasonably confident that the ratio is at least this large; 
however, the choice in reporting language is purposely nonprecise. Given 
methodological variance underlying the two data sources and uncertainty 
about nonreporting bias on the WGRA, we chose to avoid communicating 
greater precision than the data can support.
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administrator). A direct method would be to conduct 
an anonymous survey of a representative sample 
of servicemembers—a not-insignificant task that 
would require access to population-level data, such 
as Defense Manpower Data Center data, from which 
to draw a representative sample. Alternatively, an 
assessment of sexual trauma might be included in an 
existing survey, such as the Survey of Health-Related 
Behaviors among Military Personnel. This is a regular 
assessment of health behaviors among a random sam-
ple of military personnel sponsored by the Office of 
the Secretary of Defense for Health Affairs; however, 
concerns about response rates and response bias may 
limit the generalizability of the results.

Without this research foundation, it is currently 
difficult to say with certainty how many servicemem-
bers have or will experience an MSA. In addition, 
there are likely considerable differences between the 
needs of disclosed MSA victims and currently undis-
closed victims. In the civilian sector, disclosed cases 
are more likely to be severe assaults (e.g., rape by 
unknown assailant or with severe physical injuries; 
Fisher et al., 2003), and as such, may be more likely 
to need medical care or forensic services. Thus, the 
services that are necessary and that victims who come 
forward value may be unwanted or irrelevant for vic-
tims who choose not to disclose MSA. Only by bet-
ter research into the extent of undisclosed cases, the 
needs of these victims, and the processes by which to 
facilitate disclosure and help-seeking will policymak-
ers be able to precisely and cost-effectively dissemi-
nate resources where and to whom they are needed. 

Consequences of Sexual Assault
The experience of a sexual assault has costs for  
society, as well as consequences for the individual  

victim. In the civilian sector, the average immediate  
medical cost for those who seek care is $2,084, with  
victims paying approximately 30 percent out of pocket 
(National Center for Injury Prevention and Control 
[NCIPC], 2003). In addition to immediate costs, 
overall health care utilization increases by 56 percent 
annually after an assault, and this increased utiliza-
tion persists for at least three years following the 
event (Koss, 1994). Approximately one-third of rape 
victims seek mental health services, and for those 
who do, the mean total cost is $978, with the victim 
bearing 34 percent of that cost (NCIPC, 2003).  
Victims lose an average of 8.1 paid work days and  
13.5 unpaid household labor days per assault (NCIPC,  
2003). Lost productivity at work and in domestic 
tasks has been estimated to be 1.1 million days annu-
ally (NCIPC, 2003). Assuming mean daily earnings 
of $95 produces a loss to the economy of $104.5 mil-
lion annually. In addition to these tangible financial 
costs, there are a number of intangible costs, such 
as a decline in quality of life, that would drive the 
total societal costs of sexual assault higher. Post et al. 
(2002) calculates the cost of each sexual assault to be 
$129,908. Extrapolating these numbers to SAPRO 
estimates of all MSA cases (disclosed and undis-
closed) suggests that the total cost of MSA was on 
the order of $2.9 billion in FY 2010.3

Consequences for the victim may include imme-
diate physical harm (from the assault itself) and 
increased risks of sexually transmitted illnesses, 
pregnancy, mental health problems (such as post-
traumatic stress disorder [PTSD]), and chronic 
health problems (Ciccone et al., 2005; Fanslow and 
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Table 1
Perpetrator and Assault Characteristics for Female and Male Victims

Victim (percent)

Female Male

Offender gender Male 96 35

Female 1 40

Both male and female offenders 3 24

Relationship Military coworker 49 48

Within chain of command 23 26

Assault Unwanted sexual touching 36 50

Attempted rape 36 18

Rape 29 32

SOURCE: Rock et al., 2011.
NOTE: Percentages adjusted to exclude missing data.

3 Amounts taken from the sources cited here have been adjusted for infla-
tion to 2010 dollars.
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Robinson, 2004; Frayne et al., 1999; Golding, 1994; 
Kilpatrick, Edmunds, and Seymour, 1992; Kilpatrick 
et al., 1997; Resnick et al., 2007). Some of what we 
understand about the adverse outcomes associated 
with sexual assault is informed by the harm docu-
mented in reported cases. However, most sexual 
assault victims do not seek immediate medical care 
or report the assault to a primary care provider  
(Feldhaus, Houry, and Kaminsky, 2000). Those who 
do utilize medical services are likely to have experi-
enced more physically aggressive events than those 
who do not access the medical system (Feldhaus, 
Houry, and Kaminsky, 2000). The following review 
of physical trauma should therefore not be general-
ized to all people who have been sexually assaulted. 
Furthermore, most of the research in this area has 
been conducted with civilian samples. Thus, the 
review that follows summarizes consequences of civil-
ian sexual assaults unless otherwise specified.

For victims who present to an emergency room, 
approximately two-thirds have a physical trauma in 
addition to the sexual assault (Hilden, Schei, and 
Sidenius, 2005, and Riggs et al., 2000). The most 
common injuries are lacerations, abrasions, or contu-
sions to the extremities and the head or neck and 
external genital, vaginal, rectal, or cervical trauma 
(Riggs et al., 2000). Victims are at risk of contract-
ing a sexually transmitted infection (STI) or HIV 
(Holmes, 1999; Jenny et al., 1990), and for female 
victims, the risk of pregnancy following a sexual 
assault is 5 percent (Holmes et al., 1996). Over the 
long term, people who have experienced a sexual 
assault are more likely to experience chronic medi-
cal conditions, such as fibromyalgia, gastrointestinal 
symptoms associated with irritable bowel syndrome, 
infertility, chronic fatigue, and chronic pain (Ciccone 
et al., 2005; Frayne et al., 1999; Golding, 1994).

Acute psychological distress in the aftermath of 
a reported sexual assault is also common. The odds 
of receiving a PTSD diagnosis in the year following 
a sexual assault are 6.2 times higher than among 
the general population (Kilpatrick, Edmunds, and 
Seymour, 1992). More generally, people who have 
experienced a sexual assault report lower levels of 
psychological well-being on a number of dimensions 
(see Resick, 1993 for a review). On average, follow-
ing sexual trauma, the quality of social, family, and 
intimate-partner relationships decline, and the risk 
of sexual dysfunction increases (Crome and McCabe, 
1995). Relative to nonvictims, victims of sexual 
assault are three times more likely to experience 
depression, 2.8 times more likely to develop problems 
with alcohol, and three times more likely to attempt 

suicide (Kilpatrick et al., 1997; Kilpatrick, Edmunds 
and Seymour, 1992; Fanslow and Robinson, 2004).

The empirical literature on the consequences of sex-
ual assault among servicemembers is not as advanced 
as among civilians. However, there is evidence that 
assaulted servicemembers suffer a range of significant 
problems (see Turchik and Wilson, 2010, and Weaver 
and Clum, 1995 for reviews). Veterans with a history 
of MSA report many of the same negative outcomes 
as civilians, including poor physical and mental health 
(Sadler et al., 2000). Female veterans who were sexually 
assaulted during their military careers are more likely to 
use mental health services, experience difficulty adjust-
ing to civilian life, and have more trouble obtaining 
employment after discharge than are female veterans 
without a history of MSA (Skinner et al., 2000). Expe-
riencing an MSA appears to be a more robust predictor 
of PTSD risk than other traumas or combat exposure 
(Kang et al., 2005; Yaeger et al., 2006).

Sexual assault during military service may differ 
from civilian assaults in a number of ways. The nature 
of military service and its emphasis on loyalty and 
community may result in servicemembers experienc-
ing a heightened sense of shock and betrayal when 
a colleague perpetrates the offense. Although male 
servicemembers are less likely than female service-
members to report an MSA incident (Rock et al., 
2011), the greater proportion of male servicemembers 
overall means that over one-half of MSA victims 
will be male (Rock et al., 2011). It is plausible that 
male victims are at higher risk of subsequent mental 
health problems than are female victims (Peterson et 
al., 2011). Finally, when a servicemember is assaulted 
from within the chain of command, which occurs in 
almost one-quarter of reported cases, he or she may 
have no route by which to escape the situation and 
may remain vulnerable to repeated assaults and other 
abuses. Subsequently, there may be a significant nega-
tive influence on career trajectories, and retention may 
decline (Street and Stafford, 2004).

Disclosure
To respond to MSAs, DoD must know when such 
events occur. This often relies on victims reporting or 
disclosing such assaults. Since 2005, DoD has insti-
tuted a number of structural changes to improve the 
rate of disclosure by MSA victims, and SAPRO has 
reported progress toward creating a system in which 
all victims are able to disclose assaults and receive 
appropriate care (SAPRO, 2011). Before June 2005, 
to gain access to appropriate medical and psychologi-
cal health care, victims were required to file a sexual 
assault report, which would begin an official investi-
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gation (SAPRO, 2011). At that time, reports were not 
fully confidential. The contents of such reports were 
available to commanding officers (who may have 
been the perpetrators). In the era in which there was 
only one reporting option, it was believed that many 
victims chose not to report MSA incidents to protect 
their privacy. Beginning in June 2005, two reporting 
options were made available: restricted and unre-
stricted reports (SAPRO, 2011). Restricted reports 
allow victims to record a complaint and receive 
needed medical, forensic, and psychological support 
services. These reports are kept strictly confidential 
and are not released to commanding officers, and no 
investigation is launched. Victims have the opportu-
nity to convert a restricted report to an unrestricted 
report at any time, and evidence collected as part 
of a forensic exam after an assault is maintained for 
five years (Deputy Secretary of Defense, 2011). The 
second option, unrestricted reporting, mirrors sexual 
assault reporting before the policy change in 2005. 
A victim’s report is provided to law enforcement for 
investigation, and the commander is notified. Vic-
tims may access needed medical, forensic, and psy-
chological support services.

These structural changes appear to have increased 
reporting. Between 2005, when restricted report-
ing was implemented, and 2006, MSA reports by 
servicemembers grew by nearly 30 percent (SAPRO, 
2011). SAPRO has implemented education efforts to 
improve servicemembers’ understanding of reporting 
options with some success; between 2006 and 2010, 
the number of female victims who did not report 
an MSA because they were not sure how to report it 
dropped from 18 percent to 15 percent, and the num-
ber of male victims indicating that they were uncer-
tain about the procedures for reporting dropped from 
26 percent to 8 percent (Rock et al., 2011). However, 
education efforts do not appear to have been entirely 
successful in convincing servicemembers that their 
reports will be kept confidential. In 2010, 60 percent 
of female victims and 36 percent of male victims 
who did not disclose chose not to do so because they 
did not believe the report would be kept confidential 
(Rock et al., 2011). It is unknown whether distrust of 
confidentiality assurances has declined over time; this 
question was not included in the 2006 WGRA.

Among active-duty servicemembers who self-
reported victimization on the WGRA, only 29 per-
cent of women and 16 percent of men indicated that 
they had reported the assault to any civilian or DoD 
authority or organization (Rock et al., 2011). Civilian 
victims cite a number of reasons for their reluctance 
to disclose the assault; the most common are shame 

and a belief that the assault was a private matter 
(Walsh et al., 2010). Servicemembers offer similar 
reasons for their choice not to disclose but also pro-
vide explanations unique to the military, including 
reluctance to submit a report when the perpetrator 
is a superior officer, concerns about negative impli-
cations for performance reports, and worries about 
punishment for collateral misconduct (e.g., underage 
drinking, fraternization; Iasiello et al., 2009). Among 
female MSA victims who chose not to report, com-
mon reasons for not reporting were that they did not 
want anyone to know about the assault (67 percent), 
discomfort with making a report (65 percent), con-
cern that confidentiality would not be protected (60 
percent), and fear of retaliation from the assailant 
(54 percent). Among male MSA victims, common 
reasons for not reporting were a belief that the assault 
was not important enough to report (46 percent), not 
wanting anyone to know about the assault (43 per-
cent), concern that confidentiality would not be pro-
tected (36 percent), and feeling uncomfortable about 
making a report (32 percent; Rock et al., 2011). See 
Figure 3 for all nondisclosure motivation responses.

In some ways, reluctance to report appears war-
ranted; 47 percent of female victims who did not 
report had heard about negative repercussions 
another MSA victim had experienced (Rock et al., 
2011) and presumably feared that they might face 
similar consequences for reporting. Of the women 
who reported an assault in 2010, 62 percent reported 
professional retaliation (e.g., denied promotion), 
social retaliation (e.g., ignored by coworkers), and/
or administrative actions (e.g., placed on a medical 
hold; Rock et al., 2011). These findings reveal the 
paradox of disclosure. Disclosing a traumatic event 
opens the door to medical and legal services, but 
at the same time, victims often face negative social 
and professional consequences following disclosure 
(Herbert and Dunkel-Schetter, 1992; Ullman, Foyes, 
and Tang, 2010). Although supportive reactions to 
disclosure have a small positive effect on victims’ 
adjustment after an assault, negative social reactions 
are quite common and have a more substantial nega-
tive effect on psychological health (Davis, Brickman, 
and Baker, 1991; Ullman, 1996).

Victims who choose not to file an unrestricted 
report may have rationally weighed the costs and 
benefits of disclosure and made an informed deci-
sion that it was not in their personal best interest. 
The emotional trauma of forensic exams and pros-
ecution and the potential professional and social 
consequences of disclosure may outweigh any benefit 
obtained from the possibility of seeing the perpetra-
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tor held accountable. However, the costs and benefits 
of unrestricted reporting can be viewed from multiple 
viewpoints. When a system-level actor, such as DoD, 
weighs the costs and benefits of victim disclosure 
servicewide, the rational choice may still be to invest 
in efforts to increase unrestricted reports. DoD has 
a significant interest in identifying and prosecuting 
MSA cases even when it is not in the individual best 
interest of the victim. Given the risk of additional 
sexual assaults, the cost, the effect on retention 
(Sadler et al., 2003), the abuse of the command 
structure, and the potential threat to good order and 
discipline, the DoD must respond to MSA cases. To 
do so, victims must file unrestricted reports because 
DoD cannot respond to MSA instances unless it is 
aware of them. The challenge will be to balance the 
costs and benefits the individual bears with those the 

system bears. At the very least, it will be important 
to acknowledge the costs to victims who disclose and 
honor their contribution to justice and transparency.

Disclosure of MSA has been increasing since 
2005, and therefore, it will be important to ensure 
that the needs of all victims are protected. The review 
that follows outlines the little that is known about 
good practices in care for victims in the immediate 
aftermath of a sexual trauma. In reviewing this lit-
erature, it is important to keep in mind that assaults 
that have been disclosed may be systematically differ-
ent from those that have not. Disclosure is linked to 
a number of factors. For example, women who expe-
rience an assault by a stranger or an assault with a 
weapon are more likely to disclose the assault to for-
mal and informal support providers (Starzynski et al., 
2005). As such, the needs of victims who currently 
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Figure 3
Reasons for Nondisclosure Among MSA Victims
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SOURCE: Rock et al., 2011.
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enter the criminal justice, medical, and psychological 
health systems are likely to be different from those 
of the undisclosed majority. The subgroup of MSA 
victims who previously would not have disclosed but 
who now choose to do so may be qualitatively dif-
ferent. We know very little about whether increased 
disclosure among servicemembers leads to a net 
improvement or to a net decline in physical and psy-
chological health. Research into these topics would 
be timely and may help direct the scope and form 
of DoD response efforts. For example, what are the 
costs and benefits of disclosure relative to nondisclo-
sure for the victim? Does disclosure lead to increased 
or decreased productivity? Is retention influenced? 
Are the needs of servicemembers with an undisclosed 
history of MSA the same or different from the needs 
of servicemembers who disclose the assault? Could 
the needs of the undisclosed majority be met if 
efforts to improve disclosure were successful? 

Evidence-Informed Practices and 
Guidelines
Responding to MSA requires a broad range of 
resources, including both prevention and interven-
tion services. Prevention programming is designed 
to reduce the MSA rate, essentially to stop an assault 
before it occurs. Programs may focus on preventing 
perpetration or teaching strategies to avoid victimiza-
tion. The primary DoD prevention strategy is the 
Active Bystander program, which encourages partici-
pants to step in and protect their fellow servicemem-
bers from situations that place them at risk of perpe-
trating a sexual crime or becoming a victim (Banyard 
et al., 2004; Gidycz, Orchowski, and Berkowitz, 2011; 
Langhinrichsen-Rohling et al., 2011; SAPRO, 2011). 
Although prevention programming is an important 
component of a full portfolio of services directed at 
MSA, it is beyond the scope of this paper. None-
theless, it is worth noting that there has been little 
empirical evaluation demonstrating that the existing 
primary prevention activities are affecting MSA rates. 
It is recommended that SAPRO and DoD continue 
to evaluate the effectiveness of Active Bystander inter-
ventions and other primary prevention strategies (e.g., 
social marketing) on the MSA rate.

Intervention programs occur after an assault 
occurs. Perpetrator-focused programs are designed 
to prevent new offenses among those who have 
committed a sexual assault in the past. The mission 
of SAPRO currently does not extend to offender 
accountability and focuses instead on prevention,  
victim care, and system accountability. To the best  
of our knowledge, SAPRO has not included any  

perpetrator-focused intervention efforts in its portfo-
lio of programming (SAPRO, 2011).

Victim-focused programs are designed to manage 
the immediate health crisis (e.g., physical injuries, 
STI risk), help victims navigate the criminal justice 
system, and mitigate short- and long-term psycho-
logical health consequences. The review that follows 
focuses entirely on the evidence around victim-
focused interventions. However, we acknowledge that 
a complete portfolio of effective programming must 
include services targeting both the offender and the 
victim. Furthermore, any comprehensive MSA plan 
will require a strong emphasis on prevention.

The remainder of this section reviews a range of 
possible programs to support MSA victims. Four sub-
sections briefly review the literature on (1) immediate 
medical care, (2) forensic services, (3) advocacy and 
emotional support, and (4) mental health and psy-
chiatric care. In each subsection, the review focuses 
primarily on what is known about care in civilian 
settings. Also included is any publicly accessible 
information regarding the availability and efficacy of 
these services within the armed forces. All the recom-
mendations that are reviewed are based on what is 
known about appropriate care for victims who dis-
close to formal support services.

medical Care
A victim may require multiple types of services, 
but according to the World Health Organization 
(WHO), “the overriding priority must always be the 
health and welfare of the patient” (WHO, 2003,  
p. 17). Department of Justice (DoJ) guidelines con-
cur that the treatment of injuries and the assessment 
and management of sexually transmitted infections 
and pregnancy must come before forensic or other 
considerations (DoJ, 2004; Kelly and Regan, 2003). 
The American College of Surgeons Committee on 
Trauma (2006) recommends that patients with life-
threatening physical traumas be transferred to an 
appropriate trauma center immediately. The DoJ 
and WHO guidelines recommend that patients with 
less-severe injuries receive appropriate care for them, 
including treatment of wounds; antibiotics and a 
tetanus booster, if indicated; and medications for 
pain relief and reduction of anxiety symptoms, when 
indicated (DoJ, 2004, and WHO, 2003).

Not all sexual assault victims require or choose to 
access postincident medical care. Only 17 percent of 
people who self-report experiencing a sexual trauma 
seek medical care after the assault (National Victim 
Center, 1992). Of those who do seek care, approxi-
mately two-thirds have suffered a physical injury in 
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addition to the sexual assault (Riggs et al., 2000). 
Other medical services, such as STI prophylaxis, may 
not be required by victims who were assaulted by 
a perpetrator with a known medical history (e.g., a 
spouse or committed boyfriend4) or by victims who 
experienced sexual contact or an attempted assault 
without penetration (WHO, 2003). The following rec-
ommendations are for victims who seek or need medi-
cal services in the immediate aftermath of the assault.

Five percent of female sexual assault victims will 
become pregnant without intervention (Holmes et 
al., 1996). The WHO guidelines recommend that 
victims who present for services within five days of 
the assault be offered emergency contraception and 
victims who present after this window be provided 
follow-up pregnancy testing and counseling about 
their options if they are pregnant (WHO, 2003; 
von Hertzen et al., 2002). The recommendations 
make clear that choices about emergency contracep-
tion and pregnancy termination are personal choices 
for the victim to make that health care workers 
should respect (WHO, 2003).

Victims are also at risk of acquiring an STI or 
HIV.5 When appropriate, victims may be tested for 
gonorrhea, chlamydia, trichomonas, syphilis, and 
HIV. Appropriate treatment can commence for those 
who test positive (Centers for Disease Control [CDC], 
2010). Note that an STI may take up to 3 months to 
incubate prior to producing a positive result on a labo-
ratory test; therefore, testing that occurs immediately 
after an assault will most likely be negative (unless the 
victim already has an STI). For this reason, follow-up 
testing and/or a prophylactic treatment for STIs may 
be indicated. Both the CDC and DoJ recommend 
that prophylactic treatment be offered (CDC, 2010; 
DoJ, 2004). Given the considerable side-effect profiles 
associated with prophylactics and uncertainty about 
effectiveness, providers may wish to practice shared 
decisionmaking with patients, discussing the victim’s 
risk profile and providing information about the pros 
and cons of a regimen to allow the victim to make an 
informed choice (Charles, Gafni, and Whelan, 1999; 
WHO, 2003).

Victims and providers may also wish to discuss 
the appropriateness of HIV prophylaxis. Currently, 

it is recommended that medication be provided only 
if it is known or suspected that the perpetrator was 
HIV positive (Kelly and Regan, 2003; Landovitz and 
Currier, 2009). Similarly, WHO recommendations 
encourage providers and victims to consider their 
risk profiles and undergo HIV prophylactic treat-
ment only if risk is high (WHO, 2003). Examples of 
factors that increase risk for HIV seroconversion are 
a known HIV positive perpetrator; a high-risk perpe-
trator, such as an injection drug user; vaginal or anal 
trauma; presence of STIs; and multiple perpetrators 
(CDC, 2010; WHO, 2003). Some victims may be at 
such low risk that HIV prophylaxis is unlikely to be 
considered. For example, a victim who is assaulted 
by a fellow servicemember while deployed overseas is 
at low risk for HIV, given federal law prohibiting the 
deployment of HIV-positive servicemembers overseas 
or on ships (National Defense Authorization Act for 
Fiscal Year 1987 [P. L. 99-661, Section 705(c)]). The 
prophylactic regimen to prevent HIV seroconversion 
after an exposure has a significant side-effect profile 
that may interfere with work and social functioning 
for the one-month period required to complete the 
regimen (Parkin et al., 2000). Side effects include 
fatigue, nausea and vomiting, influenza-like illness, 
and hives and are experienced by 52–77 percent of 
people who take the regimen (Lai et al., 1999; Loutfy 
et al., 2008; Parkin et al., 2000). These considerable 
side effects may explain the fact that less than 33 per-
cent of sexual assault victims who receive a prescrip-
tion for HIV prophylaxis complete the 28-day regimen 
(Loutfy et al., 2008; Weibe et al., 2000).

WHO guidelines recommend scheduling follow-
up visits for two weeks, three months, and six 
months after the assault (WHO, 2003). These visits 
allow the health provider to examine wounds and 
injuries for proper healing; check compliance with 
STI/HIV prophylactic treatment, when indicated; 
conduct follow-up tests to assess STI/HIV status; 
perform pregnancy tests and provide counseling 
about pregnancy options; conduct psychological 
health assessments; and provide referrals for addi-
tional medical or psychological services, when 
indicated.

DoD Policy on Provision of Medical Care 
Following Sexual Assault
Enhancing the quality of medical care for MSA vic-
tims is one of the primary goals outlined in SAPRO’s 
DoD Sexual Assault Prevention and Response Office 
Strategic Plan 2009–2014. The Medical Services Medical 
Facility Management of Sexual Assault guidelines man-
date “timely, accessible, and comprehensive medical 

4 In a nationally representative sample of civilians, half of all sexual 
assaults were committed by valued relationship partners, that is, spouses  
(9 percent) or someone whom the victim was “in love with” at the time of 
the assault (46 percent; Laumann et al., 1994). 
5 Civilian guidelines encourage health care providers to also consider 
Hepatitis B testing and immunization. We have not reviewed these recom-
mendations because all MSA victims will have already been vaccinated, 
per 2002 DoD policy.
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management of sexual assault victims to include com-
passionate, confidential treatment aimed at restoring 
health and well-being” (Medical Command Regula-
tion 40-36, 2004). These guidelines are largely consis-
tent with civilian recommendations for medical care, 
including prioritization of physical injuries, diagnostic 
testing, compliance with CDC guidelines for STI pre-
ventative services, providing emergency contraception, 
and ensuring appropriate follow-up care.

In 2010, 46 percent of victims who reported an 
MSA to a DoD authority indicated that they were 
offered medical services (Rock et al., 2011). It is not 
known whether this rate is low because the remain-
ing victims did not require medical services or if 
advocates failed to correctly direct them to appropri-
ate services. As with all regulations, there is likely 
variability in the extent to which the letter and spirit 
of the guidelines have been implemented in a variety 
of settings with varying external constraints on the 
availability of services. To date, little is known about 
the likelihood that a victim who presents for services 
would receive appropriate care for physical inju-
ries, pregnancy, and STI/HIV risk. Future research 
to examine the fidelity with which guidelines are 
implemented in various DoD settings would pro-
vide important information. For example, if services 
provided in a particular setting are inconsistent with 
guidelines, resources and oversight could be directed 
to that setting to support improvements in care. The 
majority of SAPRO victim advocates, who facilitate 
care for MSA victims, believe that victims receive the 
best care possible (78 percent; Iasiello et al., 2009). 
However, in the most recent survey of MSA victims, 
only 56 percent were satisfied with the quality of the 
medical services they received after the assaults (Rock 
et al., 2011). Although these data suggest a possible 
need for improvement, the precise reasons for this 
dissatisfaction have not yet been investigated.

Forensic services
In a sexual assault, the body of the victim is part of 
the crime scene. Forensic exams often include exami-
nation of the entire body, including a genito-anal 
examination, to document evidence of the assault, 
such as abrasions and contusions, as well as such 
physical evidence as the assailant’s saliva, semen, or 
body hairs. Although the exam provides vital evidence 
for the criminal justice system, the intrusiveness of the 
exam, which comes so quickly on the heels of a sexual 
trauma, can lead some victims to experience the exam 
as a “second assault” (Madigan and Gamble, 1991). 
For this reason, it is recommended that providers treat 
the victim with respect and compassion, take the time 

to obtain informed consent for each component of the 
exam, and respect the victim’s decisions (Kelly and 
Regan, 2003). Victims report that forensic exams are 
less traumatic when the examiner is female (regard-
less of the sex of the victim), privacy is adequate, the 
process is fully explained, and the examiner behaves 
professionally and empathically (Jordon, 2001; Kelly 
and Regan, 2003).

Although medical needs and forensic needs are 
distinct, when a victim requires medical attention and 
chooses to complete a forensic exam, it is preferable 
that the medical and forensic exams occur simultane-
ously to reduce the number of times a victim must 
submit to an intrusive exam and, further, to limit the 
number of providers (Kelly and Regan, 2003; WHO, 
2003). To offer both services simultaneously, it is gen-
erally recommended that medical providers be trained 
to collect forensic evidence and protect the chain of 
custody (Kelly and Regan, 2003).6

A number of clinical guidelines recommend that 
victims of sexual assault be considered emergency 
cases and that victims ought to receive immediate 
care upon presentation to a medical facility, even if 
they do not have immediate medical needs (DoJ, 
2004; Kelly and Regan, 2003; WHO, 2003). To 
protect physical evidence, sexual assault victims are 
counseled not to wash, change clothes, urinate or 
defecate, smoke, eat, or drink prior to the exam (DoJ, 
2004). WHO recommends that, for the victim’s 
comfort, removing these restrictions as soon as pos-
sible should be a priority and that, in busy settings 
when a wait cannot be avoided, the victim should not 
be left alone but rather be provided with an advocate 
to offer support (WHO, 2003). Given the possible 
long-term consequences of an insensitive, unkind, or 
critical response from police, health care workers, or 
counselors in the immediate aftermath of an assault 
(Davis, Brickman, and Baker, 1991; Ullman, 1996), 
guidelines often include reminders that providers 
should be particularly aware of their interactions with 
the victim, choosing a response that is kind, gentle, 
and nonjudgmental (WHO, 2003). To prepare a vic-
tim for a forensic exam, the purpose and procedures 
can be explained carefully and consent obtained. 
Some victims may choose not to collect forensic evi-
dence, and given their legal right to control access to 
their own bodies, this wish must be respected. As the 
exam proceeds, a trained examiner will explain each 

6 The chain of custody is the formal documentation that records the exact 
times and persons involved in the seizure, custody, control, transfer, 
analysis, and disposition of evidence to be submitted in court proceedings. 
Evidence that does not meet the standard may not be admissible in court.
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step of the exam and provide an opportunity to opt 
out. Some components may be so intrusive that the 
victim decides that the costs outweigh the benefits.

Forensic exams typically begin by documenting 
the victim’s account of the assault. It is recommended 
that, when possible, this occur in the presence of a 
police officer, the medical examiner, and the victim 
advocate to reduce the number of times the victim 
must repeat the account (Kelly and Regan, 2003). 
The goals of the interview are to gather the informa-
tion necessary to detect and treat injuries, assess risk 
of pregnancy and STIs/HIV, guide specimen collec-
tion, and document the assault. Next, an extensive 
“head-to-toe” examination, guided by the patient 
report and the sexual examination kit, is conducted 
to detect and document injuries and collect forensic 
evidence, such as clothing; fingernail scrapings; loose 
hair and fibers (by combing of the victim’s head and 
pubic hair); swabs of bite marks and the face, neck, 
genital, and thigh areas to test for saliva, blood, and 
semen; proctoscopy/anoscopy; and urine and blood 
samples from the victim, if drug-assisted rape is sus-
pected (DoJ, 2004; Regan and Kelley, 2003; WHO, 
2003). DoJ recommends scheduling a follow-up 
exam to document bruising, which may not be visible 
immediately after the assault but may emerge in the 
following days (DoJ, 2004).

During and after the exam, providers will docu-
ment physical findings and injuries. Health care 
workers may not, as a matter of course, have adequate 
training to produce a legally sound record of the 
examination. We therefore recommend that providers 
who conduct forensic exams seek training to ensure 
that their efforts meet the standards of the justice 
system in which they operate. There have been signif-
icant efforts in the United States to standardize and 
improve the quality of forensic examinations after a 
sexual assault. The Sexual Assault Nurse Examiner 
program trains forensic nurses to provide 24-hour 
crisis intervention and comprehensive medical and 
forensic services to victims (Campbell, Patterson, and 
Lichty, 2005). Furthermore, standardized evidence 
protocols and evidence collection supplies, referred 
to as “rape kits,” have been implemented in many 
jurisdictions (DoJ, 2004). Following the exam, the 
collected evidence must be properly preserved and 
must follow a strict chain of custody (DoJ, 2004). 
Any facility that is unable to meet minimum stan-
dards with respect to documenting and protecting 
evidence, including provision of secure storage and 
appropriate chain of custody handling, may recon-
sider collecting forensic evidence. If the evidence will 
not be admissible in a court of law, it may not be 

reasonable to ask a victim to undergo a lengthy, emo-
tionally trying exam.

DoD Policy on Provision of Forensic Services 
Following Sexual Assault
The Defense Task Force for Sexual Assault in the 
Military Services has made several recommendations 
to improve forensic services for MSA victims (Iasiello 
et al., 2009). First, it recommends that the secretar-
ies of the military departments ensure that sexual 
assault forensic examination kits are available and 
accessible and that personnel qualified to provide safe 
and confidential forensic exams are available, even in 
deployed and remote locations (p. 74). Furthermore, 
in deployed settings, victims may need to be airlifted 
to receive care. Other recommendations include 
ensuring that victims’ medical records are appropri-
ately annotated to document physical and emotional 
injuries sustained as a result of the assault. Without 
these details, the Department of Veterans Affairs 
may have difficulty adjudicating claims of disability 
related to the assault (e.g., for PTSD).

DoD form 2911, Forensic Medical Report: Sexual 
Assault Examination, was revised in September 2011 
to be consistent with DoJ guidelines for medical-
forensic examinations of sexual assault victims (DoD, 
2011a, 2011c, and DoJ, 2004). The instruction  
manual and form guide the conduct of any health 
care provider who performs a sexual assault exam 
in any military treatment facility. The instruction 
manual clearly states that sexual assault patients 
should be given priority as emergency cases, whether 
or not physical injuries are evident (DoD, 2011c). A 
cover page documents who was present for the exam 
and includes prompts for the names of the sexual 
assault response coordinator, victim advocate, and 
criminal investigative officer, which may help prompt 
examiners to conduct the exam with victim advocates 
available for support. Consistent with civilian DoJ 
guidelines, the form standardizes informed consent 
and cues providers to obtain consent for each com- 
ponent of the exam separately. It provides a struc-
tured medical history form that confines questions  
to pertinent medical history that could influence  
the interpretation of the exam findings and explicitly 
instructs examiners not to record other informa- 
tion about the victim’s sexual history. The victim’s 
account of the assault is documented and reviewed  
to guide the subsequent physical exam. The form 
directs the components of the physical exam, requires 
documentation of injuries, foreign materials, saliva, 
and blood. Consistent with civilian guidelines, 
examiners are cued to collect physical evidence (e.g., 
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swabs, pubic hair combings) and to rely on techno-
logical assistance where available and appropriate 
(e.g., alternative light sources, such as a Woods lamp; 
Toluidine blue dye; anoscopic exams; vaginal specu-
lum exams; colposcopes or other magnifiers). The 
form also provides instructions and standard docu-
mentation to ensure that chain of custody require-
ments are met. If the instruction manual is followed 
(DoD, 2011c), a properly completed form may help 
meet the task force’s recommendation that a vic-
tim’s physical injuries be adequately recorded in the 
patient’s medical records (Iasiello et al., 2009).

SAPRO’s FY 2010 annual report states that “the 
department’s response resources are available to vic-
tims of sexual assault 24 hours a day, 7 days a week.” 
This kind of round-the-clock access to care is consis-
tent with many guideline recommendations. Without 
data, however, it is unclear to what extent admin-
istrative direction that care ought to be available 
corresponds with victims’ actual experiences. Future 
research that surveys both disclosed and undisclosed 
MSA victims would be helpful for documenting the 
extent to which services were perceived to be avail-
able and, for those who sought services, the extent to 
which they received the services. Information about 
the extent to which services were available when 
needed and the quality of those services would pro-
vide important information to policymakers wishing 
to direct resources to the areas most in need and to 
direct oversight to programs that fail to meet bench-
marks for quality care.

SAPRO offers training to medical providers to 
provide guideline-consistent care to MSA victims. In 
FY 2010, 95,429 health care personnel received basic 
training for sexual assault response (SAPRO, 2011). 
It is unclear from the report if this training was a 
basic introduction or met standards for certification 
in conducting forensic exams. One report indicated 
that 40 medical professionals in Afghanistan were 
trained to conduct forensic exams, many of whom 
were stationed at forward operating bases (Morales, 
2011). These environments may make it difficult to 
provide comprehensive victim care; however, there 
have been no reported “gaps in supplies, trained 
personnel, or transportation resources” (SAPRO, 
2011). In FY 2010, there were 268 reports of sexual 
assaults in combat areas involving Army, Navy, and 
Air Force personnel (Assistant Secretary of Defense, 
Health Affairs, 2010).7 Of these, 6 percent received 
a forensic exam; it is unclear whether the remaining 
94 percent did not receive forensic services by choice 
or due to administrative, personnel, or infrastructure 
constraints. There was one known incident in which 

a forensic exam could not be conducted because sup-
plies were not available. No data are available on the 
extent to which a lack of trained personnel prevented 
exams or evidence was collected that did not meet 
standards for testing or admission to a court.

In the future, it will be important to conduct 
research with victims to assess their perception of 
the availability of forensic exams. Direct assessments 
would also allow an assessment of the likelihood that 
victims who wished to receive a forensic exam did 
receive one. It may be that victims are aware, or are 
made aware, that services are limited and therefore 
do not pursue them. Some victims may have such 
tightly controlled schedules (e.g., while deployed, in 
training) that they are unable to leave their units to 
receive care (Iasiello et al., 2009). If victims opt out 
without making any contact with medical provid-
ers, the providers will be poor informants about the 
degree to which lack of services or personnel interfere 
with guideline-consistent care. Direct surveys of vic-
tims could also provide valuable information about 
the care they received and provide a way to evaluate 
and improve care for MSA. Given evidence that the 
way in which exams are performed (professionally, 
empathically, by a female examiner) can significantly 
affect the victim’s experience and long-term psycho-
logical health (Jordan, 2001; Kelly and Regan, 2003), 
it will be important to assess victim satisfaction with 
services and the availability and completeness of 
forensic exams and to determine the success of the 
training enterprise.

advocacy and emotional support
Victims may experience secondary trauma by medi-
cal and criminal justice personnel, that is, they may 
report being judged or blamed for their victimization, 
doubted, treated insensitively, examined roughly, or 
not offered necessary care, such as emergency contra-
ception or legal advocacy (Campbell and Raja, 1999; 
Campbell et al., 1999; Martin and Powell, 1994). In 
fact, the majority of victims who seek services report 
feeling violated, distrustful of others, and reluctant 
to seek further support as a result of their interaction 
with service providers (Campbell and Raja, 2005). 
MSA victims who reported to military legal person-
nel were more likely than civilian victims to indicate 
that their experience with the legal system made 
them reluctant to seek further help (83 percent versus 
65 percent; Campbell and Raja, 2005). In an inves-
tigation of victim experiences that occurred prior to 
the SAPRO-initiated policy changes in 2005, MSA 

7 Data for the Marine Corps were incomplete.
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victims who received their care from military medical 
professionals were more likely than civilian victims to 
report being reluctant to seek further care as a result 
of negative interactions with medical professionals 
(80 percent versus 24 percent; Campbell and Raja, 
2005).

There appears to be a significant need for advocate 
support to help victims navigate a multi-component 
system, ensure that victims receive guideline- 
consistent care, and buffer victims from providers 
who may judge or blame them for their victimiza-
tion. Although guidelines that speak to care for 
sexual assault victims typically focus on medical, 
legal, and mental health needs, the negative experi-
ences that victims of sexual violence report suggest 
that they may also need advocate support. It should 
be noted that the emotional support advocates pro-
vide immediately following an assault is distinct from 
formal mental health services, which are reviewed in 
the next subsection. Although support persons may 
come from the victim’s informal support system (e.g., 
a friend, parent), formal advocates will have received 
training in sexual assault crisis intervention and 
often are affiliated with an organization that provides 
services to sexual assault victims. Many victim advo-
cates align themselves with an empowerment model, 
which is a client-centered care model. They will often 
remain with a victim continuously, throughout the 
police report and medical and forensic exams, to 
provide a consistent support person and crisis inter-
vention and to help prepare the victim for each new 
step in the process. Advocates also provide a second 
voice to the victim to ensure that his or her needs are 
met and wishes respected and to step in to prevent 
secondary victimization from medical providers or 
criminal justice representatives.

In the strongest evaluation of advocacy services 
to date, Campbell (2006) capitalized on a natural 
experiment by comparing two well-matched hospi-
tals, one that routinely requested advocate services 
whenever a rape victim presented in the emergency 
department and another that did not. Although the 
majority of victims reported that they were discour-
aged from filing a police report, this occurred less 
often when an advocate was present (59 percent) than 
when one was not (81 percent). Police officers were 
less likely to refuse to take a victim’s report when an 
advocate was present (18 percent) than when one was 
not (43 percent). Furthermore, in the presence of an 
advocate, both police officers and medical providers 
were less likely to ask victims insensitive and unnec-
essary questions, such as whether they were sexually 
aroused by the rape. Medical providers were signifi-

cantly more likely to provide guideline-consistent 
care when an advocate was present. Victims with 
advocates were more likely than victims without 
advocates to receive information about STI risk (72 per-
cent versus 36 percent) and HIV risk (47 percent versus 
24 percent) and to receive prescriptions for STI pro-
phylaxis (86 percent versus 56 percent) and emer-
gency contraception (33 percent versus 14 percent). 
Although the majority of victims, with or without 
an advocate, reported feeling guilty, bad about them-
selves, depressed, and reluctant to seek further ser-
vices as a result of their contact with police and med-
ical providers, fewer felt this way when an advocate 
was present (49 percent versus 86 percent, 60 percent 
versus 83 percent, 53 percent versus 88 percent, and 
61 percent versus 89 percent, respectively).

Although Campbell (2006) appears to offer strong 
support for the value of formal victim advocates, it 
is important to note that the study was not a true 
experiment. Victim advocates were present at a hospi-
tal that had a policy to include them in the treatment 
of rape victims. It is entirely plausible that a hospital 
with such a policy also has other administrative and 
cultural traits that lead to better care for victims, 
while a hospital that chooses not to call advocates 
may have a different working culture that produces 
negative experiences for victims. Research on the 
value of formal victim advocates is still limited, and 
additional formal evaluations of victim advocacy are 
necessary to further test the value of victim advocates 
in ensuring guideline-consistent care and preventing 
secondary victimization.

DoD Policy on Provision of Advocacy and 
Emotional Support Following Sexual Assault
On the recommendation of the Defense Task Force 
on Sexual Assault in the Military Services, the DoD 
has initiated multiple training endeavors and pro-
grams to improve victim support and advocacy in the 
immediate aftermath of a sexual assault (Iasiello et 
al., 2009). To ensure high-quality care for MSA vic-
tims, SAPRO conducts a number of trainings. Every 
servicemember receives a briefing on forms of report-
ing and the availability of resources for MSA victims. 
In 2010, almost all servicemembers recalled receiving 
this training (93 percent), and 90 percent had learned 
the points of contact for their sexual assault response 
coordinators (SARCs) and victim advocates (Rock  
et al., 2011). SAPRO also sponsors initial and annual 
refresher training for military victim advocates and 
oversees sexual assault training for senior leaders, 
first responders, criminal investigators, law enforce-
ment, health care professionals, judge advocates, and 
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chaplains (SAPRO, 2011). Trainings are designed 
to foster a climate of nontolerance of sexual assault 
and to reduce the stigma associated with reporting 
victimization. The information and skills taught in 
each session are tailored to the audience (SAPRO, 
2010). By casting the net of sexual assault educa-
tion so widely, it is possible that every DoD service 
provider a victim encounters will have had some 
MSA training. If this training enterprise is success-
ful, the number of critical, judgmental, and blaming 
responses directed toward victims during the vulner-
able period immediately after an assault may decline. 
However, at this time, the outcomes associated with 
these training programs are unknown. Additional 
research is needed to examine the success of training 
in reducing attitudes that justify rape and blame vic-
tims for the assaults and instilling attitudes that are 
victim supportive.

The DoD also supports two levels of victim advo-
cacy. SARCs coordinate services and care and are the 
first contact person for a victim. Victim advocates 
help guide victims through the DoD reporting pro-
cess (restricted or unrestricted), provide information 
about services, address safety and security needs, and 
offer support (SAPRO, 2011). Victims may contact 
their SARC’s office directly or may be referred to 
the office through a superior, a service provider, or a 
DoD helpline.

The FY 2010 SAPRO report notes that resources  
to support MSA victims are available 7 days a week,  
24 hours a day. “Each victim who reports a sexual 
assault is offered the assistance of a SARC or SAPRO 
victim advocate, who explains the reporting options, 
services available, access to those services, and resources 
available for assistance with navigating the military 
criminal justice system” (SAPRO, 2011, p. 28). How-
ever, only 57 percent of victims reported being offered 
sexual assault advocacy services, and of those who 
received advocacy services, 50 percent were either neu-
tral or dissatisfied with the advocate (Rock et al., 2011).

A new initiative, the DoD Safe Helpline, operates 
24 hours a day, 7 days a week and provides confi-
dential counseling and information about available 
DoD support services for victims of sexual assault. 
Users can access the helpline via an online chat 
interface, a toll-free number, or by texting. As of 
2012, the program was quite new; to our knowledge, 
there are no publicly available data about utilization, 
satisfaction, or effectiveness in linking users to ser-
vices. It will be important for DoD to pursue such 
questions to ensure that resources are appropriately 
allocated and that the system best meets the needs of 
servicemembers.

In its FY 2010 annual report, SAPRO reported 
initiating an evaluation of its efforts to support and 
improve victim advocacy. A working group had 
convened with the goals (among others) of evaluat-
ing staffing of installation-level victim assistance 
programs, ensuring adequate capability and resources 
for the task, assessing the effectiveness of victim 
advocacy programs, and modifying programs and 
oversight as the evaluation deems necessary (SAPRO, 
2011). Given the limited outcome research on sexual 
assault victim advocacy in civilian or military set-
tings, the results of this investigation could be of 
considerable value. DoD is in a unique position both 
to contribute to the general knowledge base about the 
possible value victim advocates add to high-quality 
care for servicemembers who have experienced an 
MSA and to improve that care incrementally as 
additional data and resources become available. In 
2012, Secretary of Defense Leon Panetta announced 
a directive to require all victim advocates to complete 
training to meet civilian certification standards.

mental health and psychiatric Care
One of the most important elements of mental 
health care in the immediate aftermath of a sexual 
assault is nonjudgmental, compassionate support 
from informal and formal support persons. Many 
victims experience a constellation of acute stress 
symptoms, including anxiety, disorganized thoughts 
and memory, nausea, hypervigilance, and numbing 
or dissociation that may make them fear that they 
are “going crazy.” A strength-based approach may be 
appropriate, which minimizes pathology and reassures 
victims that they are experiencing a normal response 
to a severe trauma. Many victims will find that acute 
stress symptoms resolve over time. Two weeks after 
an assault, 94 percent of victims meet the Diagnostic 
and Statistical Manual of Mental Disorders IV cri-
teria for PTSD; that proportion drops to 64 percent 
by one month, then to 47 percent by three months 
(Rothbaum et al., 1992). For this reason, mental 
health services may not be necessary as a matter of 
course for every sexual assault victim, and we recom-
mend that care for victims be approached individu-
ally, with mental health care provided if and when 
the victim needs it. While sexual assault is associated 
with an increased risk of developing a psychiatric 
condition, such as PTSD and depression, being a 
sexual assault victim does not necessarily imply a psy-
chiatric condition.

For victims who do develop mental health prob-
lems, the most common are PTSD and depression 
(Kimerling et al., 2007; Kimerling et al, 2010; 
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Luterek, Bittinger, and Simpson, 2011; Suris and 
Lind, 2008). Evidence-based treatments are avail-
able for these common diagnoses (Burnam et al., 
2008). PTSD, which is characterized by avoidance 
and intrusive reexperiencing symptoms following a 
traumatic event, can be treated effectively through 
exposure-based cognitive behavioral therapy (Burnam 
et al., 2008) in either individual or group settings. 
Several types of therapies use these techniques, which 
include teaching patients the skills to confront the 
feared situation, context, or memory until anxiety 
and other symptoms recede, as well as teaching 
anxiety reduction skills and ways to improve dys-
functional thinking and solve problems. It has been 
shown to be effective among female sexual assault 
victims (Foa, Keane, and Friedman, 2000). Pharma-
cological treatment may also be effective in treating 
PTSD, but evidence for this approach is mixed  
(Burnam et al., 2008).

Victims may develop major depression, which is 
characterized by persistent sadness, irritability, and/or 
lack of pleasure and may also include sleep, appetite, 
and sexual functioning disturbances; lack of energy; 
trouble concentrating; and thoughts of suicide. The 
evidence base supports pharmacological treatment 
of depression (selective serotonin reuptake inhibitors) 
and several behavioral therapies, including cognitive-
behavioral therapy and interpersonal therapy (Burnam, 
et al, 2008). Cognitive-behavioral therapy is a struc-
tured treatment in which patients modify unhelpful or 
unrealistic beliefs about themselves and the world and 
implement new behaviors and ways of thinking. This 
form of therapy has a broad literature base supporting 
its utility in improving depressive symptoms and main-
taining short- and long-term improvement (Burnam 
et al., 2008). Interpersonal therapy, another short-term 
treatment, has also been shown to improve depres-
sion symptoms (Burnam et al., 2008). Interpersonal 
therapists help patients assess their social roles and 
relationships and improve their functioning by solving 
persistent problems.

DoD Policy on Provision of Mental Health and 
Psychiatric Care Following Sexual Assault
Given that the psychiatric sequelae of MSA are similar 
to those for combat exposure, policies and programs 
that support psychological health and deliver mental 
health care are applicable for MSA victims. Veterans’ 
Administration and DoD guidelines for PTSD and 
depression treatment are consistent with the scien-
tific evidence base (Burnam et al., 2008). However, 
multiple barriers stand between servicemembers with 
psychiatric conditions and access to care (see Schell 

and Marshall, 2008). At the system level, there is inad-
equate access for those who seek care, as evidenced 
by long wait times, shortages of well-qualified mental 
health service providers, and limited availability of care 
in rural regions. Active-duty servicemembers are often 
unable to take time off during standard working hours 
to seek care. In addition, concerns about the confiden-
tiality of their use of mental health services may pre-
vent some servicemembers from seeking care. Service-
members report concerns that they will appear weak 
to leadership and that seeking help will harm their 
careers. These barriers are limited to those reported by 
servicemembers seeking services stateside and may or 
may not correspond to barriers to care experienced in 
theater.

MSA victims are likely to face all the same bar-
riers described above but may also have unique con-
cerns that further hinder access to mental health care 
(Bell and Reardon, 2011). Servicemembers’ concerns 
about the availability of mental health records to the 
chain of command may be particularly problem-
atic for MSA victims, given that the perpetrator is 
within the victim’s chain of command in about one-
quarter of cases. Even counselors working in systems 
designed to increase the confidentiality of service-
members seeking help, such as Military OneSource, 
are obligated to break confidentiality when violence is 
reported, so MSA victims cannot access confidential 
care (Military OneSource, 2012). Furthermore, DoD 
mental health providers likely have significant expe-
rience treating and responding to servicemembers 
recovering from combat-related disorders. These pro-
viders, despite their expertise, may be poorly prepared 
for responding to sexual trauma survivors. They may 
lack the training necessary to adapt services to the 
needs of MSA victims and to respond empathetically 
and professionally to MSA victims. In group treat-
ment settings, MSA victims may not feel comfortable 
sharing their experiences with servicemembers who 
may share their symptoms but not a similar precipi-
tating event. The extent to which MSA victims are 
able to access mental health care, the unique barri-
ers they face, the efficacy of their treatment, and the 
extent to which they are satisfied with services and 
providers deserves further study.

Directions for Future Work
Since the inception of SAPRO in 2005, there has 
been an effort to raise awareness of MSA; prevent 
future assaults; and ensure that victims have access 
to advocacy and medical, forensic, and mental health 
services. As with any new task, outlining the goals 
and developing the plan for moving forward are only 
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the first steps in a long path toward success. On the 
basis of this review, we recommend several avenues 
for additional research and analysis that would pro-
vide important information to direct resources and 
services efficiently and effectively to those in need.

Improve quality of estimates of MSA inci- 
dence and prevalence. There is wide variability 
in the estimates of the incidence and prevalence of 
MSA. The design and implementation of an effec-
tive program for prevention and response requires a 
well-formulated understanding of the scope of the 
problem. The DoD might consider supporting a for-
mal, anonymous survey conducted by a non-DoD 
entity (to encourage reporting and reduce respondent 
fears that reports may not be confidential) of a rep-
resentative sample of servicemembers to establish an 
estimate of MSA experiences across the services. A 
strongly designed epidemiological survey would serve 
several purposes:
•	 Establish	a	baseline	with	which	to	track	future	

improvements in the incidence of MSA.
•	 Document	the	relative	proportion	of	victims	who	

disclose and choose not to disclose their experi-
ences and how this changes over time.

•	 Describe	the	characteristics	of	MSA	to	better	
target prevention and intervention programs. For 
example, if many assailants are partners or spouses, 
approaches that rely on bystanders to intervene 
may not be effective because these assaults would 
occur largely in private spaces without witnesses.

•	 Document	the	risk	of	sexual	assault	among	ser-
vicemembers relative to civilians. Although the 
rate of sexual assault may appear heightened 
among servicemembers, this might be a result of 
the unique demographics of the U.S. military.

•	 Identify	the	characteristics	of	perpetrators	to	bet-
ter target prevention efforts.

Study and document needs of undisclosed  
victims. Recommendations for care are based almost 
entirely on the experiences and needs of victims who 
disclose to the criminal justice system or seek for-
mal support services. There is a great need to better 
understand the experiences and needs of the undis-
closed majority. Mixed-methods studies comparing 
disclosed and undisclosed MSA victims would be 
useful to
•	 understand	the	barriers	and	facilitators	of	disclosure
•	 improve	educational	efforts	to	improve	rates	of	

disclosure
•	 develop	strategies	to	decrease	the	likelihood	that	

victims will be penalized for disclosure
•	 ensure	that	services	are	matched	and	scaled	to	

meet the needs of MSA victims who may not have 
disclosed in the past.

Evaluate training programs. SAPRO has under-
taken a servicewide training initiative to ensure that 
all servicemembers are aware of MSA services and 
reporting options and that all leadership and medi-
cal personnel have been trained to respond to MSA. 
An outcome evaluation to assess the success of this 
enterprise would provide important information 
about whether the current strategy does or does not 
improve the likelihood that victims will disclose 
assaults, access care, and receive a competent and 
professional response from medical personnel and 
leadership.

Evaluate implementation of victim care guide-
lines. DoD guidelines for the care of MSA victims 
appear to match well with civilian recommenda-
tions for care. The next step in the process will be 
to evaluate the extent to which the care that victims 
actually receive matches DoD directives for the care 
they ought to receive. A mixed-methods study that 
included both qualitative interviews with MSA vic-
tims and anonymous surveys of MSA victims would 
allow DoD to examine this question. Such an evalu-
ation would
•	 identify	barriers	and	facilitators	to	seeking	imme-

diate care and follow-up services
•	 identify	factors	associated	with	improved	short-	

and long-term outcomes among victims
•	 provide	a	baseline	of	service	quality	to	track	the	

effects of future quality-improvement initiatives
•	 provide	a	strategy	to	evaluate	the	value	and	suc-

cess of victim advocates via rates of appropriate 
medical, forensic, and mental health services 
among victims with advocate support.

Conclusion
Former Secretary of Defense Robert Gates has said: 
“The department has a no-tolerance policy toward 
sexual assault. This type of act not only does uncon-
scionable harm to the victim; it destabilizes the 
workplace and threatens national security” (SAPRO, 
2011). SAPRO and DoD have invested considerable 
effort and resources to reduce MSA. For servicemem-
bers who have been victimized, changes have been 
made to improve reporting options and service provi-
sion. As with any large undertaking, there is more to 
be done. DoD might consider several research proj-
ects to better direct the provision of services, identify 
promising intervention or prevention strategies, and 
monitor the effectiveness of existing efforts. These 
could include a comprehensive, longitudinal epide-
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miological study of MSA, a needs assessment of dis-
closed and undisclosed MSA victims, an evaluation 
of the training enterprise, and an evaluation to docu-
ment the extent to which DoD directives requiring 
immediate, evidence-based care for victims are being 
implemented with fidelity. Achieving an environ-
ment that does not tolerate sexual violence is likely to 

be an iterative process with multiple cycles of policy 
recommendations, DoD directives, implementation, 
scientific research, and further recommendations. 
This process has the potential to reduce the incidents 
of sexual assaults, as well as to minimize the damage 
that these assaults cause. ■
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